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I. Thyroidectomy 

Z. Radical Mastectomy 

3. Hernial Operations 

4. Sympathectomy 

5. Amputation 

6. Operations for Varicose Vein 

7. Venous Cut down 

8. Ingrowing Joe nail 

9. Setaceous Cyst 

1 0. Management of Abscesses.... 


.Abdominal Incisions 

1. Gastrostomy 

2. Gastrectomy 

3. Splenectomy 

а. Cholecystectomy. 

5. Exploration of CRO 

б. Appendlcectamy 

7. Colostomy 

8. Haemorrhoidectomy 

9. Operations for Anal fissure 
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. Renal Incisions 

1. Nephrostomy. 

2. Nephrectomy 

3. Removal of Renal Stones 

4. Uretero - lithotomy 

5. Cystollthotomy 

6. Prostatectomy • 

7. Circumcision 


1. UndescendedTestls. 

2. Varicoele 

3. Hydrocele 


I Tracheostomy. 
2. Rib Resection 


With my Best Wishes 

Dr. WaelMetwaly 

Tel : 7226206 
• Mob : 012 24664*13 









r. 1 1 mres 


Absorbable 


Non Absorbable 

( I ) Natural : 


( I i Natural : 

As chromic l at gut 


As Silk 

(III Syuthrik : 


( H > SrBUisfc i 

As Vicryl ft Dexon 

InJicfllians 

As Proliixr ft Nylon 

<D Ligate Vessels ■ 


<b I endoci ft Nerve repairc 

(A Close, fpjro ft Peritoneum . 


® Hctnial repairs . 

tj. Approximate .-lowl© . 


0> Closure ufbkintSdk) 


f 51 [stKcties 


<J> Simple Interrupted sutures ► 

e.g Skin closure 


& Continuous in Hires 


-► 


« u. Peritoneum 


S ► 

'• - in 


C1‘ Irtet ruptr.d //nitress sutures 
e.e Myo's repaf 


6: Tt .1 s-fix 'to- sutures - 

c k dm inn Hemi.il reroirt 
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If] Operativ e Talk | 


Items to be discussed 

bidiuUwm 
( onlra-i/ulu at tons 
I'rr-operative preparation : 

As Thyrotoxicosis nr Colon surgery 
Operative details : 

• Aii osth 08 ia : For “ 

<a\Opi*atioasfc£icw umbilicus : General or spinal Auacslhwla 
<b)Op«aiions abov e umbilicus General Anaesthesia 
(c) Operations for loculizcsL^a Local Anaesthesia 


In.IL : We use prneral anesthesia usually with children) 


« Position . 

• Incision 

■ Stops : As the following % 

(a) bxposuic of the operative field . 

(b) Dissection ft T.ieaiion of Blood vessels 

(c) Haemostasis, closure • drain 


N'.B ' Drains are removed when discharge from ii slops, 
h may be removed t- 
- Alter 1 days ir. ivsck operations 
• Aftei 4 days in Abdomen^ Breast 


Pon-operative Care 

As pubc. ABP. Temp ... etc . 
complication* : 

[ A[ Operative complications I 

• Shock, Infi'etioii iv pulmonary complication* . 
■ Irv He c from bleeding vessels 

• Injuries of impurmul structuies 
JSl | Posv oper ative e xpli cations 

• Wound lal.ciKm . 

• Hixuircncy . 





f Thyroidectomy J 


[ Thyroidectomy I 


Leaving only 

ih< posteromedial part with boring of the Trachea 
if isthmus should be excised . 

To 'P Preserve Para thyroid gland 
U' Preserve Thyroid function. 

® Avoid Injury of R.I..N. 

[ VI J Closure " In layers " 

<D Infra-liyokJ muscle* arc appioxiniaicd in the 
middle lint A sutured transversely 
A drain is inserted on either side . 

<3> skin & pbtysma are closed as separated layers . 


I II ] Extornal Laryngeal Norv 

Loss of High pitched voice 


Lh*r to ® Biiatcia! K.L.N injuries 

® Reactionary Hgc & Laryngeal oedema 
CD Tracheomalacia . 

I IV] Recurrent Thyrotoxicosis 

Due to Inadequate removal . 

I V ] M Yg fi gdmi : 

Due to excess glaixl is removed 


Appearance after 

Subtotal Removal 


Causes : CD Removal of all parathyroid gland . 

(Z> Interrupt tlicir Blood supply . 

<3> Fibrosis around the gland . 

Miutfesiatiyn . I Totally 1 

* Manifest — ► Carpo-pcdal spasm 

* Latent ► Chcvcstk’s sign & Trousseau's sign 

SIq» I V C« Clnconate 1(1 rc 10% 

) Reactionary Haemorrhage : within 24 hour . 

Cause : Slipped ligature as Bad Haemostasis . 

Mnnifcytatipn ; Suffocation 
Tnatmegf : [ UEaMUnaKMD! 1 

Through opening the wound even in bed ’hen transfere tlie pnrient to 
operative theater. The wound will explored & the bleeding points arc secured 


1 I ] Vital signs obsrvaiion lor V H hours 
| II j Drains are removed at 2“ day 
| III J Stitches are removed ai 4lh day , 


ConuHcatfons 


.A jOparatlva co mplications 

• Shock. Infection A pulmonary complications )’ / 

• I iv Tim fiotn bleeding vessels. 

• lnju» oflmportant structures asRLN , I tachca utc 
[B] (Post-o ; five complications 


Cause : Acute Hyper- thyroidism because of bad pre-operative preparation lor toxicity 
Man! lot), lions 

* symptoms ►muscular Excitability up to convulsion tl I iyspnea 

★ signs — ►I'emp : t up to 41°C 

| — ► pulse * up U> 1 (ylVmiii & Iricgulai . 

— ► A B P : t (Systole & Diastole) -» heart failure 


I II J Trache ■ A I aiyitgiii* 

( III ] Difricui -- in swallowing A pain ui back of neck 




© Ice Pa cks to limb, lin’d & Abdomen -> A pyrexia 
0) O; Inhalation & A.B tor c,V*t Infection 
(J> Morphia for scdalion & lnderai for TuxiCily 

oiiiid Infectio n & Ugly sc ar . 


[ I ) Rocur t Laryni 'ol Norvo Injury 


mid linci Partial 


unilateral 


unilateral Bilateral 


Dyspnea Hoarsncxi 
on effort 


Suffocation sphoiA.a 





* [fiiiasiaesia | 

“General"' Endotracheal ) Anaesthesia 


Supln«"wi* boad Tilted to the opposite side & 
the unit on the same side is abducted 9iV- 



including the Nipple <4 Areola 


(A) Halsted Incision 


(B) Transverse Incision 


Used only with Any 


Mow or above the Nipple 


located mass 


They arc dissected as following *■> 
/A! Smxriurbi • To the clavicle 
/«/ Interiorly I'o tlx* Rectus sbealb 
/Cf Medially : To iIk suynuro . 

/• V La teral ly To the ’ nlrrior bonier 
of Ladssmus dotsl . 


Latissmus 

dors: 


Rectus abdominis 


r " I Exposure of Axil : a : 

i he Axilla is opine! by din liny die p-tuorali* major at it's insertion 
IBra the clav). pectoral fascia is dissected & pectoral.* minor is divided ai it’s 
msrit ou Kiii-ib Both tnuscl's an retracted with breast mass. 




Dividing the pectorulls minor 
(The pectoral it major in rctrncted) 


Dividing tbc pretoruliv major 



I Radical Mastectomy] 


lltachiul plexus 


Axillary artery 
- axillary vein 


| III ) Str ucture s ly_b±IP>n2ifill 4 

<D Whol e breust tissue . 

Q> hllipst including nipple <4 Areola 
$ Pec lota hs major & minor which 
including intcrpectnral group ol'L.N 
i.e LJUaftfRottr- 

& All Fat . Ktiscia & L.Ns in the Axilla 


ffl Axillary vpsseli&JlJStVflS 
0> Cephalic ysin . 

® Nerve to ladssmus doisi 
tit Nerve to Serratus Anterior 
| V ] Structures to be a aC llfi ed 
® Medial pectoral nerve 
© Ultra I pectoral nerve 
tD Imer-costobrnchial nerve . 


Removal of the breast 
with the Pectorali* muscle* 

f internal mammary anety should be lignted 


N.g : Dprinf Dissection 
The 2"*, 2* & ** perforatots 


divided. 


jSC with 2 drains one in the Axilla 
th e othci in the lower part of the wound 


Coi regatrO 
Rubber Praia 


'laviculnr I°Ns & Internal mammary I- Ns if stage II unly 


To Supro-cl 

[ ii ] Plain? arc temoved at 4 “ day. 

I HI 1 Stitches am temoved at 7 n 6 


| CimpllcaUuns | - 

erativa complicati ons! (y^_ V 

Shock . Infection & pulmonary complication* - 
In Hoc : Irom Weeding vessels . 

Inina olinin o't-nt structures Axillaty vessels cephalic 
— J UJ - L -‘ plexus, Nerve to Uutfimus d 

seiratus anterior -* winging 


| | | Hrematomo or wound infection 
| 1 1 | Oedema c t< lUiI>«r_lLinll - 

• Gaily pitting due to infection . 

• l-ait.bnnvny due to removal of exccs-s lyn»| 
( HI | B»idli sea r if the incision CKASCS the « 

of abduction of upper limb 



[Radical Mastectomy! 


N.B. © < 

! w r 

LO (Q.UART or (TART ope ration : 

|A| \{jJJAEB Qy^Jrcntcctomv Axillary L.Ns removal + &idiothcrapy. 
|B| [ TAR!} Tum orectomy + Axillary L.Ns. removal * gadiotheiapy 

1 irradiation 10 Mediasunum & Supraclavicular regions ) 
f for <D Small masses < 4 cm 
® Dig Breasl 

<3> Well Differentia led lumour 

| — | ® Young Female r" — * 


' Eiamtlof ® Elliptical pair of skin wiih nipple & Areola -Ov'' 

® Whole Breast Tumor 'A ; ' ■ 

® 7 Peciorulis muscles. 1 I *®‘. f 1 

® All Axillary L.Ns & far Medial to Axillary vein 
* Lliief. Wion ot 

® Axillary vessels © M. to Seiratus Anterior 

® Cephalic vein ® N. to Lalissmus Doru. 

El MeZiritd-Rntf'cn! Mastectomy of (Pam, (Most Widely Accepted) 

® Samcas Halstcd but preservation of both pec totalis muscles. By 

(Cutting only at their insertions for better C osmosis) 

GO ’ded Radi cal Mastectomy (Not done Now Jays). 

O Radical Mastectomy -t- Removal of Internal Mammary L.Ns.. through sternotomy. 


" > N.K. © -> 



* In/ iffons: 

."it Stage 111 .V- IV cancer hteasi. 

Mastitis r.-iniikunitosA 
T' Cyata-sarenma pin Holds. 

* TecftiuiUM : 

• An I Uimioil incision is used 

• Removal olB: east . NippV. Areola 

• Removal of mass 

A. /I, IVesert ; lire «>ecior:.[ muscle t Hwe*. 




Herniotomy 


* Removal of hernia! 
s»c • reduction of the 
contents only 


* Hemulumy + 
Narrowing the ikfoct & 
Itcjwiic of pjataiui wall 
of inRumal eniul 


Hcmioplaaty 


* Hemwwuiy - 
Rppuir the defect by 
synthetic material like 
prollnr Mevti 


2. Direct Inguinal Hern ia 

. lh? A hove ment ioned 3 Ixi&S of I Icrmal operations arc suitable for 11 Indirect 
^ I nguinal Hetnia * * paly, 

f it at* Direct Inguinal Heroin : Hermonhaphy or llenuoplosty is done 


. U.m^r«ir, 1 . il.lii' nlilllf 



[ ID ] Tito spermatic cord in which the 

homial sac lies is hotted by ring forceps 


incised longitudinally aivd the hernial 
sac is Identified hv being ^ 

1 Pt.uh o’ shape 
© »hits in colour 

CD Antio* lateral to their cord structures 


f II ] The ilio-inauinai no eye is prcuecicd 
Win ? To avoid paralysis of conjoint 
I endon so prevent Direct Hernia . 






(Hernial operation l 



The neck of the ,*»c is identity by behi| 

3! The iijmiwest pan of lire sic . 

© surrounded by Extra-peritoneal fat . 

<5 Lateral to Interior Epigastric vessels 
l V J The sa c is opened and the content* are 


reduced 


I ransfixed & ligated as high as posable 
then Excised 


Resutured again then the wound is dosed in 
layers . 


N.B: No drains arc used 


jo Hernial detect in adult or 


fcktcily with good musculature 


. ES * GaBa)-* same as Herniotomy 



® Herniotomy As Above 

2 stops I - Narrowing of Stretched Internal ring to the si** of tip of little firmer 
R.v plication uf the Fascia Transversalis (Lytle's Repair*) 
?- ^ialtfft.ctng'M of posterior wall of Inguinal canal 
By One ol tlie followings "0 


Sutura the conjoint Tendon down to 
the tneuiiul lie<inx:nt behind the cont 


Because © Interferes with shutter mechanism 
of inguinal canal during | I. A. P 
3 Hen ling ts very week between 
lie shv muscle * Tendinous ligament, 
o- What is m eant bv ' Tan nor vltde 
if there is tension in the repair . we do 
" Tunaer slide " - Relaxing incision ir 
the Rectus Sheath to prevent this Tension . 


1 lamer Slide! 

7) rk 

\h X 



j# 

MS 







/ Hernial operation] 


I II | Blood-good R epair ( Uses of Requa alrtalh I 

A triangle of Anterior Rectus sheath is turned Uu-tally & hinged on lateral 
bolder of sheath then ^iturcd toliiguinsl^^ spcnnntif c, d 


| in 1 Shonldicc Repair 

The Fascia Tcuisvcisals is divided longitudinally along the posterior border ol 
the canal . I hen Uunfctc Bltiiawx « done 

i.e the lower flap is sutured to the under surface ot upper Hap 





I IV [ Ho i fried Bank. ( Anirrior Tnnttpcttiton ol the enrd > 

suturing the External oblique Apponcutusis to the inguinal ligament 
bchuxd the spermatic cord which becomes r-uheutunoous . 





Hrings the Transversals Fascia further postcuorly & Interiorly to pectineal 
ligament It is effective in the repair of inguin al hernia aaojiated w ith femoral » lamia. 


@C Hemloplasty ) 

♦ 1 intilcailOTis ' 

I ndirutrtl with old patient ( weak musculature - wide defect ) 
or with rccunent I lertlias 

* Ifaiesilwstalfpoiiii^n • ! incistonj — ► Same as Hflinloleaw 


HumlQtomy : As Above 

R ooair of |tio dofoct bv synt heti c materia l As piotiiu- meshes "huh is 
sutured to conjoint Tendon (above) & Inguinal ligament 
(below) leaving only a space for passage of spennatic cord 

r>. Wh,i arc tl»e old natu ral . met h ods for K rjjflglasl*. ■' 

Answer : using skin gratl or tiacifl lata i*. NnturiJ giatt 




I Hernial operation ] 


11 Operations lor temoral Hvrzii 


Inguinal Ligament 
Femoral ncive — 
. Fcmof 
Pectineal ligament 
l-nnuiuii ligament - 


Femoral vein. 


Femoral Arterv 


Femoral Canal. 


Low Approach (lockwood) 


Vciticlc incision above .he Hernia and continued above 


[Hernial operation] 


h approach (Me KVEPY 


In upper pan of the Thigli Fingera below & parallel 
to the Inguinal ligament . 


I; i Thu sac is Identified & dinec led till it's neck . 

2* The sac is opened . The ounienu. ate reduced 6t i mn&tixoJ .1 iigliei . 1 - 
|MNtib|e ami excised 

® Repair FPinotal ring i.s closed by MMunng the Inguinul ligament to tile 


e » 


The anterio r rect o ? sheath .s opened, the murek: 1' retracted medially then 
, heath is opened <K Exposing the peritoneum 

. . . --amiH TH-n lhr foment* a>C reduced 


I Complicati(iii.s| 6r ( ^ 

| 1 1 H aemorrhage from bleeding vessels . ( 

I II | Infected wound 1 V; 

<i) V«C Deferens — ► Impaired fertility . ' -ck 

Q> Iciiicular aitciy ► Ischemic orchitis . 

<5 llio-intuinnl nerve — ► Anesthesia over Inguinal region &. Paralysis of 
conjoint tendon i.e direct hernia 

* ^ ry !!>' d " xel f \-+ From Tighi Ext. oc Ini. Rings 

<S' 2ry Varicocele 

I1VJ R££Hg.ga" 

• heoperMve Causes : Obesity. D.M. .Anaemia & poor health . 

• O/v mtiyf. (~<IV1£S. *T> Tight stitches — • devitolirrd tissue 

0 uses of absorbable sutures . 

Cl 1 Insertion of a drain through the wound 

• fi>S<*t/Kf<ViiX .CaMVJ . ■. <D Persistent pre-operative causes 

<i> Infected wound . 

G> Lifting heavy Object before 3 months of operation 




* Dfoltfumanes So Not used Nowadays 

0 Neck of sac Can not be reached properly 

© High rateofrccurrency . . . . 

© If strangulated with gangrenous Intestine . resccuon can no. be done from 
this narrow field in upper thigh 


Inguinal approach ( Lotheissen’s )/ 

ifl Same as for Inguinal operations 


3j The Ipfl plnal Canal js opened then the lower 
skin Hap us dissected down to expose the fundus 
of the sac which is pushed up &wit below to help 
the delivery of sac above inguinal ligament 
<£ The par- isoponed . The contents arc reduced 
T hen the sac e transfixed & excised 
& Repair : .Suturing the conjoint tendon to the 

~ inguinal ligament the* to the pectineal ligament 


pectineal ligament. 


<$• Repair : see Me Va fa Repair . 





IHernial operation / 



(X} ( Mayo’s Repair^ 


* I ln,: ;cBllPn1 Small defect 

* [flijjsUmlai "General" 

* (EIm) “ Supine" 


incision is done over the 


Hernia <4 Enclosing llic umbilicus 


ion is deepened tifi the anterioi rectus sheath is reached all around 
the sac. 

is opened Jl it's neck A the contents are reduced . 


mbiliei 


Umbilicus. 
Skin +-? 


and the delect tn the linen Mba in 


[ III ] ThB .. £ac _i^ n« . ci3ed w . it Ji.o v6 fl y l nO . Bl 

widened on both sides till the red 
fiber! of recti muscles sppeat 

l IV ] finally the flap oflinea alba is 

sutured o die lower ha- by Interrupted 
transverse .u.itrcss sutures 


'Rectus 


[ V 1 T he fro c " ■ dj* of upper fl • pis sutured 


[ VI ] Tig wound is cl osed over a subcutaneous d ram 

( •fcenlo pit iy) 

Indicated wiihEyrggdcfect * Recurrent t lemtai 




[ore-omrs litre preparation 


As weight reduction & treatment nl nay causes 
leading to t I.A.P. 



* | fliW8dl«a aJ "General" ^ , 

* [~P05ilian [ •• Supine" ^ I 

» | Incision | llllintical incision including the sent ► \ 

» t Siapa 1 1 

Dissection is dune till the edge of defect nt the abdominal wall 

IhlHONl or THE FOLLOWING WILL. OE DONE - 
[ | J Anatomical Repair ( If the defect is small ) 

The s«c is excised & the Abdominal layers me defined A closed separately 
[111 Keel . repair operation 1 1 f the defect is wide ).. 


1 lie sac is identified Sc dissected down to the neck . witt 
invaginated in the Abdomen by a scries uf investing suti 
otc closed. iy_aa . the repair if viewed in cross section. I 
I III ] Catotl’e Repa ir ( 5 layers ) 

The soc is dissected A opened The contents arc] 
returned to Abdomen. Then **> 

Closed by the followings . 

0 l‘ T LAVER “► 

The neck of the *ac is cloud from inside the sac . 


The S8C is excised 2 cm distal to I 1 ' layer A it's | 
edges are su’.ured as 2 layer 
3i 3'° LAVER ► 

The 2 medial llaps of posterior reciuv sheath are 
Si iiu id as layer. 


The Recti muscles on either sides arc approximated 
A sutured in the middle line ns 4' layer . 


3 3™ LAYER 

l he 2 lateral fitips of antenur rectus sheath -it 
sutured infioni of muscles in midiiic line at 
5"* layer . Finally : skin is closed over a drn 

f IV 1 Hemloi>la«ty : 

The Best’ Repair by using prolinc mcih . 




[ Hernia / operation/ 


Strangulation 


* IVeatvnairt: |E*«rtency operation aflsc Reu.ciuilo.) 



«> Hospitalization. 


<2< Kvlc'n Hi Ik for sue I ion 
a> < rinarv < Hbcicr is applied. 


® l.v Kjgids To correct electrolyte imbalance 

a I.V Pjood& Ringer'* I Rctate , 0 correct Hypovolaemin. 
w lV Bt - g ^ rt-P. to guard against Septic Shoe* 



•-’•taclsloa should be planned to Fxjgc the Hindus ol sac and Open it u 
Evacuate Toxic fluid i". ^ 

® ^-£MjW£lintlS£flll should be divided over tltc fingers to gvpid injury 

^ Hw«HHMl3 «C pulled out * Examined, viable or no! t> 



Intestinal Color 
Peritoneal Luster* 
Mesenteri c Arterie s 
By Pinch ing 

Consistency 


• Brown or Black. 


Contracts 


Bleed in | 


• No Bleed! i 


Dt.i WU/ilTia Cements 


Viable ) 


( Hon viable 


Doutful 


ElciUun 

m either 
viable or not 


Kcdaenl 

to the 

abdomen 


Resoctiun ti 
Anwtotnotri 


Exterior Isntion 
Resection 


* Lsl'ct the Lfogjinc by £,.( Saline 
Pure Oj inhalation (15 min.j 
Him Uaritl* writhe Viable or not. 


Operation 4 


* \ miciHtil 


/yMPATHECTOMV 


C Arteritis e.g Burger 's f)i sense 

YaiUipastJC disorders eg Raynaud's disease 
S' with Anipumian to improve wound healing 
'mnmrntof llvoerh>,ilttnh of hand or foot 


/ B 1 Treatment »J Uspaai/divui ot hand or loot 
/ C 1 10 relflw train os in Causalgiibudck’s atrophy or Visceral pain 

vindicati ons, 

l A l Intermittent claudication 1 i.c worsen the muadc Ischaemia ) 

/ « / Massive gangrene ( i.c lncftcctive & needs amputation ) 

/ c 1 Diabetic rat wnt ( ic Auto-sympathectomy ) . 



1 LUMBAR ryMPATHECTOMy, 


» Une sUiesia "General" 

*i Pnsltiii] “ Supine 1 * •*»* the side of 
operation raised hy 30®hy 


umbilicus 


I ranaverses incision Horn the up of 
lest rib to the lateral border of tectus 
in direction of the umbilicus 


* I Sups] 



the line of the incision A the peritoneum 


is snipped inwards to expose the medial border ol psoas maior muac-te 
i.c Extra-peritucical. 


heiween the vertebral 


groove 

bodies & medial border of psoas 
major muscle, overlapped by 
Aorta on Ll Side A T.V.C on die 
Kt. Side. 

, unibar ganglion lies beneath the 
Crus of the diaphragm so not seen . 
r_ u ,!.»:«h»r ganglion the highest seen 
below the lower pole ol kidney . 

3* .Lumbar ganglion lies Just above 
the lower end ol the Aoitn nr l.V.C. 
^■.LdMRbaC.SanEhon lies beneath llv conn non iliac vessels 

:i: Finally tire sympathetic chain is divided below V gang lie 
ganglion. So »c remove the 2 , and 3 |J ganglion. 


■ Psoas major 
sympathetic 
chain 


Aorta 




/ Sympathectomy] 



X Don't Mist ake Lymphatics, Genitofemoral nerve or the Tendinous strips of 
psoas minor from the sympathetic* chain 
- Loi-O.'iindt t*: dfHc-rMti»n »■>! L-.L I'bc I “ ganglion can be excised. But In 
bilater.il peiaiion. one side must be preserved tu avoid Failure of ejaculation 
-T Alii svmnath ectiiniv to he effective it slmulC l«? pir-ganglionic 

as post ganglionic sympathectomy Causes denervation Hypeiscnsttiviis 
i.e 1 lypersensirivlty of the vascular media to chemical mediator such as 
Noradrenaline after cutting their direct nerves - Lpiiodic > asospasm 


Shock. Infection <6 pulmonary Complication* . V 
liy Hge From bleeding vessels ff A_ 

li\jl'iy piunipoitant Structures as Lumber veins etc 


Incomplete sympathectomy . 

Failure of cjaculatiou (If bilateral removal of L ( J 


Denervation Hypersensitivity 


III CERVICAL ryAkPATHECTOMY. 


* |AnosUtnsta| “General" 

- 1 ~P0Sl;l0li~l Head i> extended & Tilled to opposite side 

* flndglBiTI Supra-clavicular over it's medial I'i 


tl; Dividing the clavicular of sternomastoid. Inferior, 
belly of omohyoid & scalenus anterior 


is exposed. The Thytoccivkal J nink is die: J & die 


artery is depressed down 


( Sihson’s Fascia ) is divided & The dome of pleura 


| Fused Inferior Cervical & 1“ tiioracic ganglion ) is FouixJ 


below the 3' 4 Thoracic gangli i and all i. of the 


ganglia are divided 


is also divided 


1 Incomplete sympathectomy 
& Homo’s syndrome 

Iniurv of oleum or tiioracic duel 






1 1 ] Su.btota! Thyioj^ygtoiny : ■ RcmnyaIorj/8 vf 'he gland 
® Main treatment of 2rv I o>ic wine allci control of toxicity . 

© Irv 1'oxlc Roll re.' with a. Failure of medical III . 

b. Recurrent after medical m . 

c. Huge in size . 

3' SM» i.c Muiti- nodular goitre 

l 11 1 tfg- H»-thvroidectomv “ 1 ... beet o my * Istfemawinruy " 

Cr. Toxic Nudule 

GD Aden nnn of thyroid gland . 

® SNG i.c Single nodular goitre 

1 1,1 1 iQtamiyioid pjRomy ” BUtU«!*I.Tl>l*l Lobfftomy » hthmuyecinotv' 
Malignant goiter 


[A] General causes : 

0 ad getter al condition liln *b 

Chos 1 infcclion . Henri Failure . Recent myocardial Inf. lion. Recent cereh : 
stroke . uncontrolled DM., etc. 

[R] SB.gcjSsca.yaa : 

Q> Dic ing Isl Tnmester of pregnancy 
© Children & Adolescents 25 year? to ovoid rcciurcney . 

® Progressive fc'xoplitiialinus . 

* IT 1 kruiUn eftf HOxfsaa iiemTj 

[’ l-ory "orrr pr oaratlcn : 

y.ile till teach tic citjjyiviJ state ( for 2-0 months J 
I LugoTT lodmef S % Iodine - 10%. K ! in wi n ) % 

.><lju; : - ^ Tr. which /clct . A 7-i 

si' V Organic Iodine format tor 
OtEffenof I SH on gland 
• D»y : 5 '. drops T D.S for ! 4 onyx before operation 
[! ■'•rt Tr*rr r eparation : 

It trui 40 r.ig i 4 T nno< day > 


*«“*■ • "[icvci: Tv.wtoxic crisis 


»>VCrt ill ICI 






a. S(| i eg|U b I . long povl (lap ( Reiter va 
as in B.K.A. 

b Fil|U3l.(lnps : Equal ( Ant. & post Haps > 
as ill A.K.A as following *»> 

• Ltazib : fcqual 'A diameter 

• Shape ■ Sciiii-ciicular to avoid dog cars . 

• Jhtckncss : Skin & deep fascia m entire 


F.a Sing the sk/n & dec; ’gsc.,r 


Unequal 

Equal I 

flues 

flans | 



3 1 Muscles : Cut midway between skin incision & The Level ol bone section 
£■ VoeselG : Light al ihci: Anatomical position 
O' Non/oa Cut wish sharp scalpel 10 fkyotd nocromo formation 
S>: Periostoum : Raised fo; '/. inch above the level of hone section 
to avoid spur formation . 

© Bone . Sectioned at site o i election > ■ ■ ■ > 

• A.K.A Minimum length — S inches below the lip of greater 

Trochanter . 

Maximum length - 10 inches below the up of greater 
Trochanter. 

• MJ>:d ' Minimum length «2.5 inches below the Joint l ine . 

M ixinnim length = 5 metres below the Joint Line . 

rs.H .CL The muscles should be protected with n Wet gauze 
from bone dust jusi to avoid Myositis ossificans 

! NJl • i) lr. U K A- The Fibula should be divided l u at a higlKr 
j level than Tibia to obtain a conical stump 

® Haemostasis is ensured alter release of Tourniquet . 


nrc sutured together 


Pressure Bondage 


Closure of deep fascia 


Bore section 







[A) Trendlen bug's Ope ration ( SaplKno-leinoral hgitfion ! 

■ Indicated wilh aaphcno-lemuxol incompetence i.c Saphena 


van*; 


® The lens Miph.cnwuj vein is ligated & divided from (emend vein 


[BJ Subcutaneous strlf 


[Surgery for varicose vein] 


/U RGERY FOB VA RICO/E VEIN S 


( |ry V.V or 2n V.V. provided that deep syitrin » 

Ifni tMifuifi SjplKiia varix with liy V V 
© Presence of Incompetent pertbiuiors i* ElOVtflUt ■ 

<9> Comr'lmi ioiis as Ilgc or Ulcer 

$ Large Varicosities 

SS) Cosm etic disfigurement . 

»lr«n;nnidicat»0il 

'll* occluded deep system . preftonney or Thrombophlebitis 

* L^ateS& Il “ General or Spinal"^ 

* IfOSttiWlJ u Supine” —-A 


• Indicator! i f the whole system is severely affected . 

• Stc-pa : 

<!• T«udlfubMg’*.«p.er4»i»*B is done as before 

Ikft AtlVWX cod ‘flO « exposed by n small transverse incision in 
front of medial malleolus The vein is divided & it’s distal end is ligated 

<& A-jt.rlpxirr is pushed Irom tvlow until it appears in the upper incision 


® T l).t. li.r*.C( f.r).<l .Ilf. I il * .>:*! .1 is around the .'tripper ihm the stripper is pulled 
from it's uppier end stripping the long saphenous 

'j- T.9_itLr.id bleeding ..-in arulsed tributaries during stripping the [.eg should be raised 
up & pressure bondage it applied . 

“o sT-operallirc cate | 

I lasiic stoking Is used for 2 week with early ampultniou to avoid.DVI* 


© Closure : Close tlw deep fascia & skin over a drain 
C Bandage To compress the stump A. to obtain conical idiaped stump 
Si Physio Uioranv to Keep mtocle’s tone 

* Artific ial Limb After 3-6 munihs when the final shape of the stump is oinamed. 


[Amputation & surgery for varicose vein/ 


Criteria ol ileal ftmoitaiefl slum p | 

® LgtigUl : The length of a slump is on advantage became the short stump v 
is liable to slip out of the peosthesi s ' 

CB> S|<apo ; Stump should be smooth. Rounded A conical . ^ .. 

© Coverings : Bone cud should he covered with deep fascia A skin only 
So the muscles are better not sutured over the hone end to 
#Vpid an adherent painful scar . 

© Scar Het adherent & Healed by Iry intention . 

d> Won ml Infection — Adherent painful scar fj PNfVN 

© Skir. Sloughing. Callosities or Ulceration f jf \\ 

it Muscle : Auophy or Myositis ossificans 1 ‘ 

if.' Huge : Spurs formation & osteomyelitis . 

& Ner ves : Ncuioma formation 

<S> Vessels : Hcaniatoma — 2ry infection — delayed hading . 

q : (f . _ ... 

patient feels that the amputated Limb is still present . 

CaU Everburning pain m the distal end of the stump! treated by sympathectomy 


'P Jl3MX£0£Mtfito/sn below & parallel to the inguinal ligament 

q TlK VPPV.fnd.P.UdAJLWfibmU} IS exposed Hum the i 
Tributaries are ligated &l divided . 






[Surgery for varicose vein & venous cut down operation] 



(j> Bleeding or S.C I larmatonta . 

& Injuries of saphenous none 
ij Residual \ aliens! lies after operation 



ion of incompetent perforators [Coe ««tt a, Dodd ] 

Incompetent perforators If 2 or 3 in 
nuittb-re usually performed on Ankle 
perforators 

Motbotf : By passion from muscles in penetrate deep fastis 
through postro-medial incision behiod the tibia . 


b-fasclal 


Superlieial von 


& high rate of rvxurrcacy 


Operation 7 

*1 In flicatHmsI 

<£ Slioekcd patient as the veins ate collapsed A; Own 
Patterns on long term parenteral nutrition . 


VENOUS CUT DOWN OPERATION 


Tho cephalic voln : 1 .5 inches above the Radial styloid 

process or at the lateral aspect of the elbow 
It is better to use it than the long saphenous vein tss 
the latter is liable to Thrombophlebitis . 

Die iOIlflfiacbflOCUtycia I 5 inches above Ok ant. 

border ul' medial malleolus . 


★ lAneglfiCSlal ‘ local 


Cephalic 


n$ SdpH<' 
vein 


over the vein 


Jreumiarftlisa fill*: vein is exposed I cm length 

are passed proximal and distal ( The distal one is ligated only ) . 
sio n s made in the proximal cod of the vein end a Catheter is pushed 
inside it & the proximal ligature is tightened over it 



® Clone the skin by studies 


;i) Thrombophlebitis with long saphenous 
Pain due to including the saphenous ncivc 
iu ligature around the veui . 

<• Womd infection or obstruction ofcanula . 





D efinitio n . Nail side curls inward causing 
injury and infection of n3ii fold 
Causes It may result front tight shoes or 
cutting nail short cunvexily 


Mainly a licet iltc big Toe 
Patient icptcscntsby painfitl red Swollen nail fold 
which may show infeeiol granulation Tissues 


Spinal or Local" &«’ mlhflt'i Adrenaline 


(p Lon gitudinal on e via the affect side of the nail ► 
deep to the bone & extended proximal ly to the nail loot 
& Another one is made through the 3kin by the 

tide of lesion down to the phalanx. . > I yffik 


® Exc ise a wedge Of Tissue between the 2 incisions . 

Cfc Tne aaoe may be left open to be granulated or closed by 2-3 interrupted suiun* 


Operction 9 


MANAGEMENT Q? f EBACEOU/ CY/T 


- i InillcatlCllC 1 It should l*c removed because ‘b 
* ll cause buldiKSi of overlying skin . 

® Infettioi! — • Absccv* Formation . 
'.bUkcratton •* Cock's pcculai lumot|bc*lp! 


* teMtHtsla’ Localj Xyfoeain 


2% ) with Adrenaline 







leration 10 




| MANAGEMENT OF AB/CE/J 

Genera l_RuJes 

♦ IposmnnoTaaiienil 

According to dependency of Abscess 

* lftnastheslil 

Central especially with Brcusi abscess , parotid abscess . palm abscess 
A peri -anal abscess 

To avoid destruction of vital structures with sudden movement 
of patient under local anesthesia . 

* lliiclslorj must be '*> l 

<1) Most dependent site . V ' 

<2> Adequate length f —^ . 

® Paiellel to major Vessels & Nerves . fj y ^ 

<il Along skin creases if possible IH/ , x 

® Completely exposed . 

iB. Packed by O anze pack lor 24 hour to control bleeding 


<1 Forehea d_&_Eagg Along sbin crease . 

<t) The Neck : Transverse or Parellel to skin crease . 

Gt Breast Radial or AlonG the Mammary Fold . 
to Axill a Vertical So it gaps when the arm is adducted . 

® Cubital, .of PttplUea ! F ossa 

Transverse incision within the skin crease . 

(s filuteal Renlon Downwards. forwards A Laterally 

i c Along the Fibers of glutius Maximus muscle . 


I Prwlnane 1 


Don't wait, for Fluctuation 

Fspc daily with <D Breast Abscess To avoid lactiferous duct destruction . 

Parotid Abscess : To avoid Faciei nerve destruction 
Cb Palm Abscess : To avoid fine nerves destruction . 
if Pori-anal Abstev* : To avoid Ano-rcctal fistula ■ 


A - £jnocbic Liver Abscess 
JL« Brain Abscess- — — ^-►b- 
£-£oW Abscess of T.li ^ 


•lust be Aspirated 


f Management of Abscesses] 



* [Pl»«M 1 - Supine" 

■ | Anesiflcsli l 'General" 

* 1 Iriclslonl Kadiai incision over tlx: most lluctudtion pari 


V lnlf9.du.ee. arMryjQICOPg to wider the opening to allow | | 

the pus to escape . 

® Introduce a tinqer into tlx- cavity to break down all loculi converting the lesion into 
n jingle & large Cavity . 

N.B; counter- incision may be needed lor dependant draing (If Abscess at upper part) 


Analgesics, Antibiotics & Dressing every day 


inriont oi ear is done 


Si The deep fasci a is incised transversely to avoid injury of facial nerve branches 
@ A ainus Forceps is then introduced closed and then opene d to drain the pus . 


Analgesics, Antibiotics & Drcssin: 1 everyday 


$ Facial paralysis . 

® Parotid Fistula 

3 FraVfl 8vnaronio : Hypcruusthcinu, Hushing & sweating in tlx* pre-ouriculnr areo during 
meal. It is due to partial injury ot Ihe auriculo-tctnporal nerve 


4 



Management of Absceaes] 


[3] M ANAGEMENT OF HANPjMFECTiON 


0 ^®® 

■ lAnestMtll i) “General" 

* I lacISlin I .Never Crosses the skin crease 

* | Slept I © All pus is evacuated & the cavity is canned . 

& Perfect Haemostasis . 

® Under cover of strong Antibiotics . 


< 2 >[ PULP /P ACE lMf EC TIOHl 


— SURGICAL ANATOMY 



• Pulp space to closed compact space 



hetween skin & periosteum . 



• ft |f shut from the middle pulp by a 

T./. iP? yjlJSvv y 


Transverse septum attaclied to bone 

1 V- 


• It is filled with fat & partitioned by incomplete fibrous septa 



* Drained ehlBr In/ 

® Direct incision over the inflamed point . 

® Hoc kev-stlck Incision if Um.2ld.cof pulp 
is inflamed 



i pausing in front of 
the phalynx with division of 
all septa if the whole pulp 
full of pu> 


© 



@ 1 WEB /PACE IHFBCTIOM 


SURGICAL ANATOMY 


'J.'ck 

. Web scares is S.C spuces between die 4 digital slips of nolmar ^ >c e 
uppmieurosis 

• It 1* hounded hv • Proximal phalanges on each side V?> 

• Palmar skin infrom V 

• Dorsal skin behind V 



* nraineflla'b 

Transverse inc ision on palmar surface of vveb. nenr iu free bonier 
■ ■ _ coniimmicatcs 


Counter Incision may He done posteriorly if Uw 
with a dorsal pocket 



;] fj 


V 

\ 



| ABDOMINAL INCI,fION~| 


III VerttaM Iw islon: 

©Midline Incision : 

• Method : prom Xiphi-stenum to symphysis pubis 

passes Through Linca Alba . 

• Lavers 

Skin. SC Tissues. Lima Alba Sc peritoneum 


Rectus Sheoth Lmca Alba 



E. Oblique 

r Oblique 

Obtiqi*-' 


* Advantages : 

0) Quickly incision & can lie enlarged freely . 
® Expose midline abdominal organs 
So used for emergency as periuinitis 

• Diradrafag er bod healing power. 



® Rt. or Lt. paramedian) incision : 

■ Longitudinal incision I inch from the 

midlinc above or below the level of 
umbilicus or complet long incision 

• La ven : 

Skin. S.C Tissues. Ant rectus sheoth 
Then displace rectus muscles laterally to avoid 
injury of it’s nerve supply 
Then post, rectus sheath & peritoneum . 



• ddvwaies ■ 

0> rtetng safe & healing power is strong 
® I'xpose Any Abdominal Organs 

• Diiadni'tUg : 

Time consuming so not recommended in emergencies 

© Trans-roctal Incision 

simillnr to the classic ptirn - 
median incision hut the icctus 
muscle is spine , 







I Abdominal Incisions ) 


[III TranswrssJpcislen 

O Transverse c pig a stricj B uc kot_H a^i die) incest on : 

It is used for upper abdominal hxplornrion 
0> LANZ’s incision : 

ll is a modified Me Burney's incision. 

Q> Transverse supra-pubic (Pfannenstiel) incision 

• Method ', l.ower Transverse supra* pubic incision 

• >dim Skin. S . C Tissues * Ant. Rectus sheath. 

Then Tlie 2 recti are seoarated. 

Then post, rectus sheath & peritoneunui. 

• Admniae* : 

The scar is cosmotic as the wound lies in Lancer's line. 

• liiuutvtintoite 

It is Time consuming. 


Hill Oblique Josisiffli : 

(D Subcostal Incision Rt. or_Lt. : 

gj. bub-costal Incision - hut her 'a incision. 

• Method : I cm below & parallel 10 the costal 

Margin. It starts at midline and stops at lateral 
border of rectus muscle 
< but can be extended more i 

• Lawn : 

Skin. S . C lisstx-s. Ant Rectus sheath, the iccnis muscle, post. Recms 
sheath & peritoneum 

Cholecystectomy, Exploration olC BL>£ Splenectomy 

Q> McBurnoy's Incision : 

• Method : 2 inches incision is made perpendicular 

To line joining. A-b.ldi * >h= umbilicus 
centered over Mt BunhVXroinl witicli 

>s junction of outer 1/3 di Inner 2/3 of this line. 


^^^Skiu. S . C tissues. fc-Xt oblique apponcunwis is opened along it's f ibers. 
Then split, lilt, oblique & Tnmsvcisus fibers & Peritoneum. 

• t*edjQr<> 

A p pcndiCec tomy . 






[A] Temporary : 

• CWCTMl ■ Congenital ocsophagatl atrnsia. 

• Tf.a#m«rk. Rupture oesophagus due to InUnimnuaiioii 

• P^l^paralhy. stricture of nesophacus. 

• ftffiflfifejffe Removahlc Tumor of (Mouth, Plwrynx or Oesophagus) 

[B] Pormanont : 

litvtnovable Tumur of (Mouth. Pharynx oc Oesophagus) 


* [Anaesthesia I “General" 




Lt. upper Trans-recta] Incision. 


* tsiepsl (2 Types). 



{A] Temporary; 


® n>. . As. . W.risd & Ihe ant. wall of stomach is Klailiiicd thco a' a selected 

site near the lesser curve, 3 seromuscular burse-suing sutures are made 
® HW.d? in their cant er thnvigh which self reusing catheter is introduced. 

® T.be.bnrsc T s(ring. sutures arc lied around the enthefer inverting a tub: of tlx’ wall 
of stomach lined on it's inside hy senna 

® A.wUkJCT *' brought outside tlic abdomen through a separate stab away from the 
incision. 





ICaitrostomy & Gastrectomy] 



^Operation 2^. 


Gastrettorcy 


11 1 Herm^astroctomx : a “ l “ s * W,, J; * 

• It is Designed lo remove the pyloric 
annum which b the site oi production of 
pastnu Hinti oie. used with 1»U. 

. About S0% of distal pent of the stomach 
is removed. 

i.e (Hcnii-saslreutoiny). 

. FaUmeed by enstro-dundenal anastomosis. 

[2] Sub total g ast^c tomyr - BU,ra0 ' !! ; 

• It is Designed to reduce tin parietal cell 
Mass used w>d. I)U©r pylorus 

. About SS% of distal part of the stomach 
is removed. 

i.e. (Subtotal Gastrectomy). 

. Followed by gasuo-jejunal anastoninjosb 
ijlgn elosurvot ilunteoal stump 


[3] Partial aagtr°ctgm>! : 


. Indicated only with the gulric ulcer. 

. About 65% of distal part of stomach i* 
removed i.c. (Pimial Gastrectomy). 

. Fallowed by ga^ro-luodcnal auwtomcxsi*. 

|4J Joint qaatrectomy : 

Indicated with cancer stomam 
(llndy & l-undus) 



Post-gastrectoiDy Complication 


[11 Early CgpipH m jjops 

fAj lQperatlve complications ! 

• Shock, infection and pulmonary complications 

• lry’Hce from bleeding vessels. 

• Injuries of important structures at stomach bed. 

dl.Posl-ppcfaliYC complications, 

• FTaemaUmesis : Due to bleeding bum suture line of anastomosis. 

• Stomal obstruction : i.e. obstruction at line of anastomosis, by oedema at stoma 

• Duodena I blow out : Follow Billroth II — 
anastomosis after gastro-jejunostomy the Mind 
duodenal stump may he distended with 
pancreatic and biliary juice T pressure 
Disruption of suture line -> Biliary peritonitis. 

121 Late Co mplicaUons 

[A] [Recurrent ulcoratlonl 

* Aetiolnav : 

e g. CD Missing a vagal nerve (usually tie posterior) 

$ Missing a vagal branch running over tie lower oesophagus which is vailed 
•■Criminal nerve' . 

® I caving part of gastric antrum (G-ccIts) 
ft) Oth er causes as Zollinyci-Ellison syndrome i.c. Gastrinoma 
C) Uses of ulccroecn ic Druse .- Corticosteroids, Aspirin. NS MDs etc. 

■ Stomal (on the anastomotic line). i.c Flase 

e g. gasuo-jejunnl nicer or gaetTn-duecienal uker 

■ site otpri&inal.ukt? i.c Tme. 

* Clinlciil Dicmre : 

Reclame y of ulcer symptoms 

a InvesUflaiions : 

Sxx as peptic ulcer- « pec tally Endoscopy nnd tio not circuit iruitn 
blood by radio-immuno-essay for 7/P syndrome. 

iVXnWMil: 

lAJ M . cdica jW: 

• H; reix-ptur blocker tlmliklluc 

• Proton pump blocker as Omepruok 

IB] Surgicaytt : 

• Following vagotomy Antrectomy is preformed. 

• Following Gastrectomy : Vagotomy is performed. 





■- 








[Gastrostomy S^Gastrcctomyl 




IB1 


an® i 


[Post-cibal syndrome] 

U isn syndrome with Vasomotor* fi- 
ll may he : 


T symptoms after meal. 




IH£adv 

If symptoms occur within 
1 *. Vs how after meal 


Li. 


uni 

If symptoms occur within 
2-3 hours alter tneal 


m 


Early Dumping I 


A AoUOlDQV : . , 

Rapid gastric ctnpting with rt>e delivery ofahypcrosomolar solution to the proximal 
small gut with tlic result of shift offlmd from the circulatory plasmato the proximal 
stnell gut leading to t Intestinal activity and l blood volume. 


A pjjnlcal Picture : 

• Vasomotor symptoms 

As sense of weakness. Flashing and palpitation. 

■ ij.l.T. symptoms : 

As Epigastric Fullness and pain with nausia coding by explosive .diarrhea. 



* TreaimsB! 


Frequent small meals. 

Bcladona may reduce Intestinal motility 
If symptoms persist convert gastro- 
jejunostomy ro gastro - ducdenusiomy 
1 f possible- : >- 


(Il| [l.atc Dumping j 
A Oel lology : ‘ 

Overshot of Insulin which is caused by rapid delivery of I nice amounts ol 
carbohydrates to the small intestine. 


[Gastrostomy & Gastrectomy] 


[E] | Afferent Loop syndrom^ 

A Dominion: 

li is u periodic vomiting of large quantities of bile 
and pancreatic secretion* free of food with sudden 
relief of epigastric pain 

* fleUQUlHV : 

It is a mechanical obstruction of the long afferent 
jejunal loop because of it's linking at iJic 
anastomosis siLtlul the bile arid pancreatic juice 
accumulate in this loop until the obstruction is 
suddenly relieved 



A Cllnlcrl olciure : 

Fullness and Epigastric pnm following meals & followed hy [aojeciile bilious 
vomiting. 


*Tr«rtniMt: 

HiUfl 

-Food „ 


i r ) 

Consists of conversion of 

J) 




Anastomoses to a Raux-cn-V 
loop. 


r* 




IF] (Gaatro-jejuno-collc FltttuH 

It is a complication of gaslro-jejunal ulcer, occurring in 4-814 of cases the ulcer 
penetrates & erodes the Transverse colun. 


[G] intestinal obstr uction 

It is due to inicnul herniation of Intestinal loops through a gap in the mcMdlon. 

[H] jGall stonn formation] 

Commonly after Irunkal vagotomy due to associated denervation of tlw tall bladder 
ImpaireoierT of it's contractility-^ stasis -> gall stone Formation. 


a cimicnl picture : 

Picture of llvpoulvcaeinia . sweating, palpitation and confusion which relieved by 
carbohydrate ingestion. 

a Treatiwm 

» Avoid high carbohydrate in diet. 

• Olive oil with diet may delay empting of stomach. 




Alkaline refluv gastritis. 


[D] |lncreaso Incidence of Cancer 1 } 

In cti.i.ic temenant property related to biliary gastritis 


fl] 'P ost-vagotomy Diarrho? 


f J] ;Po5t-sa5troctom. nutritior I disturbance:- 

® Weight loss. 

® Steatorrhea & diarrhea : 

Due tn lain ..f mixing of food with pancreatic & billet y secret- 
® Vit. D Deficiency : 

Treated by Vit D supplement 
© Ca Deficiency 

Treated by Ca supplement 
© K* LX.-licn.ncy Anaemia : 

T rented by I.M Vit Bi ; . 





• Traumatic Rupture of spleen. 

. Certain Htcod as Wiopuhic Tbmn.b,,c>lopeinc purpura 

Ql Congenital Haemolytic Anaemia 
® Thalasseemia. 

. AiportM#!*! &**#<!»*..* B 

• Splenic QSt.or.AteceM. 

• Tumors of 'P'<*n c H Hodgken's disease. 

• Splenic Artery Anfurysf" 


[B] Relative In dications : 

. Bilhamal splunomcgally ± HjTKrsplenism 

• Acquired Haemolytic Anaemia. 

• Smging laparotomy for Hodgkin's disease 

♦ Irniaaii ttiBria] "General’' 



<D lx upper paramedian (common). 

<h Lt. Sub-cosial (Less common). 

O Midlinc (Thorae-tr-abdominal) if urgent cates. 


* {Slew • 

(X> The Rt Handja paasod. — » 

(Her the lateral surface of the spleen between 
it & the diaphragm. 

a Tht? lataral edge of the. wound - — — . ► 

!> strongly retracted A the spleen is drawn nieaiatty 
Exposing the posterior layer of HflKHTlj? 1 ligament. 
Then I Ins layer is divided 

(£ Tho spleen in delivered outatfp fho wound 

iiie lower pole i* delivered I", then the upper pole. 

r i Ho t nueks arc inverted in the splenic bed to H> 
lion 'I Q7 Support the diaphragm uj avoid sudden descnl 

Forget 0 C ontrol of minor Weeding at splenic bed 

, 0 Steady the spleen. 

» Ligation A diyiulon.pt aaetrp-siJlenlc.Liflament. : 

Which contnitix the short gastric voscU 




® Ligation . & Diyistep of Anleripr layer of hcno-fenal ligament 

I n expose the splenic vessels & Tai I of pancreas. 'J_ 

Ihdi 4 J,ii»ation of spicule artery * 

by 1 ligatures of silk & the artery is divided , 

between the drstal 2 ligatures -i| 

Uua * >V.C 5QUCC/C Ihc spleen m gel benefit of 

stored blood Inside ii l*. Aina Ir.i usfualn n. 1 

iAe/T A lJgaiinn_ gf spleBlc vein bv 3 ligatures of — 

skill & the vein is divided between the 

distal 2 ligatures. , , f 

Salem* J. a 

® OOftMlf • veia^' 

« ) The spleen Is removed & it s bed is inspected lor 

any bleeding which must be secured. *■»»» 

•*' Ptlit>ui?nli9j of splenic bed by suturing the antenor _ 

& posterior layers of Heno-reua! ligaments 
L J.n £. Ab»loiin - n p closed in livers without drainage 


AoiorrsatfutMia 


Compllcaiiorrs 


' Sbo£i. infection ft pulmonary compltcatioiw f if ' \ 

• lry llge, tioni bleeding vessels. 

• i nJun aLt -.' Wf i nrytructurcs n5 stomach. p» cross etr 

E Post opcr^riyjij(QmplicationV 

0) CGencrul Complications 7> 

Pnsf-splcncetnmy fever ur settled cause 
* Vomiting A I Iiecough 
® Acute gastric dilatation & Paraly tic l ieu; . 

.. Loe.nl Complicafi s 

V &acHonury Ji ■ .morrh^c due to slipped liga e or bad 1 '■ mostasis 
-'Ha rmataiHtif due to splenectomy with active rscfihngA ! . a c • 

® Sub-diaphragmatic coll ection of Wo od 
''SeffJ’&k prr..-?^ new- of r | ruieC *p.een. 

^'CorfaL^ria 'hrmglmiiy : difc to t platelets C oi 

Women : due to cost-operative distension & also If the pancreas k 

injured-* liberation of proteolytic Enzyme -* Burst Ahdomer 





• Congenital : Scpuled gall bladder 

• Rupture G.B.. 

• InAmmffiD: ■ 

; Acute cholecystitis (Uilcular & Non celcular). 

0) Chronic calcular cholecystitis. 

® Chronic non calcular cholecystitis in Typhoid carrier 
® Mucocele A F.mpemaol li.B. 

• .'Veo ptogc.: Operable carcinoma of gall bladder. 

iontfainfucalionsl 1 .Biliary Dyskinesia 

2.Asymptomnnc gall stones in unfit patient. 


3. Liver cirrhosis. 



‘'General" 


“ Supine” 


|QW| G> Rt. Sub-costal (Kodier’s) incision. 
Or © Upper Rt. paia-nicdian incision. 


© Expos.u re . of ope ratjve f le.l d by I l 

• Stomach is retracted to the kfi | " I 

• Colon & duodenum are retracted JwHi 

• Liver is retracted upwa rtbuo expose the 0 13. 

© A (©repps. is applied.tp.the fundus Of. G : B. which is pulled on to 
visualize the 1 Yl junction of the 3 bile ducts. The peritoneum over this 
junction is incised & the cystic duct is dissected up to injunction 
whh the CBD. 



Renacroe to push ihe 
liver upwards 


■Retractor to push the 
A Stomach to left . 


Retiactor to push the 


colon & duodeneum 



® Th« cysUc .artery is L igated & divided. It is usually pretent nt * higher 
level /k more posteriori) tlian ihe cystic duct 

I N.B. : An operative cholanaioaram ton he pcifoiined at this step 
l. die value is 10 demonstrate any stone in the C.B.D 


® Ihe pi'^C.^upt is ligated shout S mm lateral to Uw CBD and is then divided. 

© Haw 'ill# 8.B is treed firm it's bed in the liver by blunt dissection then removed 
with closure of O B bed of liver. 


cut it men 


© The Abdomen is closed with a dram 


the hepato-rcnal pouch 

omy (Fundus I - cholecystectomy) 

Some surgeons prefer removal of <j.B from above downwards star 
at the lundus then cystic duct & cystic artery. 

This I? 'A'lK li the duet can't be identifier) Uxausc of adhesions 


Complications 


Operati ve Complications 

ShPtk. Infection & pulmonary eorapJkations. 
irv Hfii- from bleeding vessels. 


'tiret 


<f Injury tn.CBD.oi.CHD.by a damp or a lignnire 

may lead to post -operative obstructive jaundice. 

© ligur) ol Jivcr subsiajiea. 

® !.«.V.Ri;.fai.lu|c from ligation of hepatic artery Instead ofcystic artery 
mistake. 

-L Injuries of rl.r^.-mm :-|.;pativ flexure. of colon 

Post-operative complica-ons I 





Jcholecysiectow 



seen 


mi»k clio tc nistcttomu (1C) : 


• Tho Idea 

• I© induce a pneumoperitoneum using CO? j>ns 
Then Through 4 small ports, a special camera nnd fiberoptic 
rrcojx are introduced and a magtnified picture of the internal 
organs is visualized on a Television screen. 

Then By using special graspers and instruments. lire surgeon 
can perfomi cholecystectomy 

■ The Advantages 

© Less post-operative pain 

© Short post -operative hospital stay (1-2) days only. 

<3' tally return to work. 

® Hen ei cosmetic result. 

■ The contra-indication a : 

© Pregnancy as no space for pneumopciitODCun 

CC Marked oK-siiv as it is difficult to induce to induce the pons. 

® Bleeding Tendency. 

® Liver Cirrhosi s. 

© F.mpyma of gall bladder. 

© Carcinoma of gall bladder. 

© Compromize of Cardio- vascular or Respiratory function 
<9 mwiems upper abdominal smutty is relative contraindicated 


2j Operation 5 \ £xploration of \\)t 


CBD 


* llnriicaiiinsl 

[A] Pre-operattvo indication: 

© CuIcuIbt obstructive Jaundice 
© Past history of Jautxlicc, 

® History of recurrent cholangitis (Charcot's Fever ). 

® F.vidcnce of dilated CHI* (> I cm) by sonar 

[B] Intra -oporotiyg (if during cholecystectomy) 

!D Gal! stones if founded smaller titan the size of cystic diet 
i.c. may fcc passed to C HD 
0 Palpable stones inside CDD. 

CD Intra-operative cholangiography re\eal a stone in CBD 
<6 Dilated C .B. D (> 1 cm) 

* (taaesthesto | -General" 

4 IPisMaal Supine . 

* tlnclsion | Like Cholecystectomy. 

© Rt subcostal (Kochcr’s) incision. 

© tipper Rt. para -median incision. 




[Exploration of CBD] 


,) Kochvrixation 


In IWH'' cases: An additional procedure has to he prrturmcil 
in addition to Choledocholithotomy. 


is to mobilise the duodenum from posterioi 
(Kocherisafion of duodenum) to expose tin 
portion of C B.D) 


abdominal wall 
retro-duodena] 


2 Stay sutures are taken in the wall of the supra- duodenal portion of C.B. D. 

* AvgrPca l Incision (2cm lone) IS mikk in between the 2 slay sutures. 

* Stono_fp_rcgp8 is introduced into UicC.B.O to remove the stone. then patency of 

C.B.D is confirmed by passing a metal dilator 

(Bake’s dilator) j 

® Somo surgeons insert a Choledoch mw to check thar there 
are no retained stones 

€' T.-Tuba is inserted in (CBD) which is closed around die tube, the long limb 
of the tube is brought outside the patient. 

® KLuhe Cholangiogram can be performed after closure ul CBD to check 
absence of filing defect, i.e Completion T-tuhe 
cholangiography 

CholacvBtectomv is dicn performed 


I) Choje docho-duodanostomy; ► 

• Indications: 

© Stricture of lower eivi of C’BD. 

0: A stone imparted at lower end of CBD. 

• Jsuwmuu.: 

Ar« wasinniosis between CBD A tlte l" pan 
of the duodenum. 

Ill Sphincterot omy or Sphincteroplasty : 

• .Indications: 

© stncnneor papilli ol sgibinc ter ofoddi 
© A stone impacted <>i sphincter of nddi 
•Tmrbiwa*?: 

. A longitudinal cm is made in the 1 

papilla and Part or ail of the sphincter 
of odd! is divided ..i IhclO O’clock 
position lo avoid injury ol the 
pancreatic duct 


FosHwe.iitfife 


todays post operative another cholangiography 
to en g a tg.thal nu residual before reran a! c . at J-mblc 





I Appendicectomyl 


Vr*= — 

. • Operation 




Appeodicectorny 


<3> Acute Apr^ndkilis. . 

® Recun cut Attacks of Sutacuie Appendicitis. 

O Mucocele of Appendix. 

® Carcinoid Tumors of the AppeMix. 

: MjlnrtjdlcatMl ^ n? „« u, „o,d fi.ua. 


♦ fftnieiflesi^ " General or Spinal" 


mm 


" Supine". 


llnclsltinsj 


Burucv'* 


2 inches incision is mo.fc 

pcipeMicular to the line Joining A.S I S. & 
the umbilicus. Centered over Me Burney's 
point (Junction oj Outer Id A lnr*' 2/3 <>) this 
line) 





iiaranirdiaii 


3i L anz'* Incision (Modified Me Burney’s) 
Transverse Lower aMomm.il skm crease incision 


CD Th e External Obliq uy ApongVC??. 1 .? 

is split in Hie line of it’s liters i.e. same line ol 
incision. JMl it's Wgcs arc retmeted to 
expose the internal oblique muscle 

<jj ThO Internal o bli oue Muscle 

is spine top. ether with the undctlyiiiE 
T m>. verms Ab dominij muscle in one 



line 


& Fascia Transy graalig 

are then ptrVed up as one layer & divided in 

ii«j line of incision 

Altor tho QBgniua.of Pg/jhmeT 1 '!?. >‘> f 

eiimini is pulled to Outside the- abdomen 
tlcn Taenia coli are followed to the i 
o’ appendix. 


© 

wr 





"" 

'vlil 




© Devasculariration of Appendix bv ligation of mean-appendix including the 


Appendicular attoy 


A aero-muscular burse-st ring suture 

is applied in the wall of Caecum around 
arid I cm from the base of Appendix 


Culled 
o-appcixJix| 
purse striri£ 
suture 


© 


The Base of Uio Appendix is then 
crushed » Times by a Kucher’ a Forceps l 
cm apart in between eivch Crush T)wn the 
appendix is excised at tlic Level of’ 1 ” 
crush & the stump is stcrahacd by 
Rctrfi.nc. ■ 1 


JV.B : HI In Append It is severely inllamud. 

Crushing of if# tasc is better avoided 


\ 




® T ho stump of t he Appendix is invagi anted into 
the Caecum and the pu re-string sutures are lighted 

N.B: If the inflammation has reached 

the wall of caecum. Invaginati on is 
better Avoided & covered by greater 
Omentum. 

fli Completed Haemostasis ; the i the abdomen 
closed without drain 



K.U: When the eme it cornnhc a ted by Appendicular abscess. 

A drain must be used ) 


Comnllcations 


s r 


Oporatlvo Complications 


• Shock . Infection & pulmonary comphcationsV 

• Irv llge . h-xu bleeding vesseli. 

• I njury of ’ . w- ortoni snuUurcs as Ileum. I .lemm 



Post-oper; ve complications 


(I) Hernia 

• J.ncisK i,„|; From wound infection 

• Piw i/iiin»J. if Ilio-ingihnal tyrrve injury occu- 

iw tsiuUjiudz 

It oc ettrs with injur.-: ■!> of ceecui'i 

(III) Po'hor. ritivc Intert: a' obstruction 
Because of adhesions 








Ill is a.1 opening nf the co |» n_i»Uiej»^' n ^n.ArufijiaLAni: 




[A] Te mporary : 

• CWKtnM: High Ano-rcctal malformations or Hiisclisprung's disease. 

• frauitmtic: Pori oral tears or Colo- rectal 

• j iimimiv Colo-jectal Tumors. 

• Olher, : To protect a distal doubtful Colo-recul Anastomoses 

IB] Permanent : ... 

• Operable GfflSiflflina; After Abdomlno-pcnnenl resection 

• ie .opcrablc Cweinoma; As a palliative Treatment. 

a ffyiib- l U**) 

[A] Accordi n g to Indicat ions : 

•<D Temporary Colostomy. 

CD Permanent Colostomy. 


•CO Transvvtsc (Sub-hepatic) colostomy. 
© Sigmoid (Iliac) Colostomy. 

© tiid (Terminal) Colostomy. 

[C] According <he Stage : 

•© Simple loop < IntaWomy 
© Double- barrel Colostomy |OhsnlctcJ 
CS> Terminal (Fnd) Colostomy. 


We will discuss 1 *- 


Temporary. Transverse 8. Sfapyto loop C olostom y 


* iP re-oneraUvelTreparaiioiii 


An.nluin^i^ is liable to disruption. Lcnfeage & peritonitis hecausc^ 
<Ti The highly infective content by both aerobic & anaerobic oiganism 
© Constant gaseous distention. 


so /i ! J Improve nutritional Status of the patient. 

■r [5] ltowel nrviK Tstion : 

i. A/etAt miasHx ■ Enema & laxatives <1 days before operation. 

ft Chemteettl )' . 

it- Intestinal Antiseptics (Neomycin & Mcttomdazole) orally > Jays 
before operation 

© I V Ccphalosporincs & Metronidazole At I imc of anaesthesia 


& <s 


I colostomy ] 



li'.'llj-lliHAuM! 


Closure oi coiosioniyj 

• FHiptica! incision 

is made around mouth of Colostomy. 

then ‘b 

• Mouth of Colostomy 

is closed by Interrupted sutures in 2 layers 

lr? mill! **> 

Colostomy loop is Ftccd down to Ihc peritoneum 

without nettling -UK.pvniuacum 

( N-h • ITr -gecr a the fircp aiqt iyn 

Must be done before closure of flic colostomy 


® Skin V.vcoriariatr. ' 

® Profan e ; due to redundancy of the proximal limp of ' w* 

colostomy. ;* V 

Retraction : If colostomy Is made under tension. ' _ 

Sir nos h- of the orifice 
„ ,\cc 'on.' ot distal end 

Oi itrurene : due to inadequate blood supply of colostomy 

Para-colosto m y Hernia : if tlic peritoneum was not dosed properly a. I tuout: 
colostomy 







I Haemorrhoidai.inmy A operations For Ana I Canal] 




Operation 




Haeroorrboidedomv 


, [tndicrtfm] 

(D I .ate 2'°, 3"' & 4*' degree piks 
@ Failure of tnsuuntental treatment. 

® Associa te d Patholog y require' Surgery e.g. Chrome Anal Insure. 


Pro-operafluB prepBrailon~~| 


c ™ dav hetorc operation : repealed enema to washo.il reaum. 


nil vill.ll 


* Position 


“ General or Spinal 11 

l.lthotomv Position 


Dilatation of Anal ephjnctar . 

By a lubricated fingers up io 4 finger, till the 3 
mother piles are vis«lliscd al 3,7 & II o’clock 
position- 

17, A bladder force pa arc applied lo catch :he 
mucocutaneous junctiun & then an grtery 
forceps are applied to catch the fundus of 
piles. 

3 A v -shaped cut is_ma dgm the .-kin opt>^te 
each pile A the pile is directed up from it s 
fuiKlai till if* pedicle 





3 pieces of gauze Soacked with flavin solution 
are introdueted into .Anus iv as lo Cover the raw 


• [posl-Mierallire Care 



Ligated pedicle 


0. Pethidine i$ given I.M rveiv I? hours lor 2 days as Analgesic 
<£ Tho 3 gauzes arc removed after 48 iMuirs. 

© The patient is advis ed lo site in warm baths with Antiseptic 
solution as Dottol (4 timcVd) 


N.n. : p.Bjjam : Is started from 7’ 1 ' day fill completed healing 
(About n month) lajaoeat Anal stenosis 


Complications 


Q) Haemorrhage- : • Iry duiiiut operative 

• K«!aeiiunar \ within 24 hours 

• 2ry After 7 day*. 

/N.B: f^i -operative Hayniorrliag 

Y.SrX.Rontmon witht* 

0 Haemoritioideciomy. 

© Kidney operation* 

0 Prostatectomy 
\ 0 Tvnsi lcctomy. 

© Pain which leads to Reflex urine Kelenlion. 

0 Utcurrencc : from daughter piles 

©AaalA'cnusis : from removal of excess skin & mm in bclwcen piles. 
0 Anal Fissure : from incomplete wound healing. 

® ioinr. nf Internal 'iihiiu-icr Incontinence. io llirtus or stool'. 



25 


Operation 9 


2 


Operations To r Anal Fissure l 


IlmUc^Ttnns! 


■l> Acute Anal bbsurv not respond to medical I’n utment ■ ■ digital dil 
© Chronic Anal biemirc. 

IpnaesrhasM 

" General or Spinal” ^ 


Bnl l.ithntnniv Position 


A Vv , 

A sJ 





[operations for Anal fissure] 


i Tho Aim is 10 obtain complete relaxation oflntcmal sph.r.ctcr lu 
allow bulling]. 

iDl HH-urciloniij & posterior. Internal 

Sphincterotomy 


lAi Closed lateral Internal. 
Sphincterot omy 


(T. Dil atation of anal sphincter h 

lubricated fingers up to '1 fingers. 


<A Saline -a d renaline ( i ^OU.OOO) 
sol. is injected around the internal 
anal sphincter 

© The scalpel is introduced at the i 
O'clock position through the »Vin 
in between the internal & external 
sphincter & parallel to them 

C The scalpel is then rotated 9<^ 
towards the anus to divide ihe 
internal sphincter up to the level of 
Dentalc line 


A(V -shaped) In cision is made in 'he 
skin oposite the fissure including the 


ni«ser.tion 18 carried out in the S C 

tissue and subntucosa below the fibrosed 
edges of die fissure, till reaching the 
dentate line, then excise iho Fissure. 
Anal polyp & sentinel pile 
The internal s phincter is cut ». the 
bed of the fissure (posterior lot. 
sphlncuotoiny) 


Pressu re by the M. index 
inserted into the anus on the site of 
spfabvcirotinty helps to rupture any 
undivided fibers & to induce 
haemostasis. 


Complications 


(l) Injury of Anal sphincter*. 

© Harniatomu : 

Especially with closed 
latcial Internal spliineterotomy 



[1] Lumber (Morison*3) Incision : 

■ .\1eihwt : 

Incision extend.' from the renal ancle to a point 
(2 ux.'iol above A.S I .S nt Anterior Axillary line 


IN.B. : Ren«| Angle : N 

Ansle between Sacro-spliutis &. Iasi Rib. J 


• Layers : 



Skin, S.r Tissues »i*1 muscle layers. 

/N.B. : Muscle layer* : 

• I *' Inver Ext. oblique (Intcrslly) & Lolis*mis dorsi (medially). 

• ?." J layer Ins. oblique (laterally) & Scrratus p astro-inferior (medially) 

• 21' layer riansvecsus abdominis (laterally)* Lumbar laitu tmedlally). 

• l s ed fi.it : Exposure of kidney & Lppct ! •'? ureter 
For (I) Ncplirosioinj A Nephrectomy 

0> PyeloHihoiomy nr Nephroliihoiomy. 

CP Removal of 'tone upper 1/2 ureter. 

[2] Abernathy’s Incision : 

• MafrMf. 

Lxision si . pus inches above A5IS oi the Anterior 

Axillary - lira A passes downwards and medially 2 
inches above ii parallel lo the lateral 23 ol inquiry, 
list ament 

• L'sed lor : Exposure ot ^idv i l p l ' ureter. 

For Removal of .stone Mi Aik l 3 ureter 




• Method : 

Incision extend . i:t umbilioua <« rhf 

symphysis pul» 

• I ’s t<l fo r • Exposure " r * ""‘* r I’’ '<--tc.r* unriaiv l>!> 

For T Tctnoval c' .-.tone low'd 13 ureter, 
t i> CysldUlK.'1'..Ll.' 




cia of Zukcr- kandel is opend. 
is dissected to «e ihc kidney 
with it's capsule- 


Ml: !.f there is diffoulty in Exposure 

n»e last lib con be resected to 
obtain wide filed. 


live rod liwtt the wound and thin dealt with as follow* t* 


Operation I 


Nephrostomy 


as ureteric stricture or cancer hi adder. 


ll lixpwsure of the KIdncij 


2 Approaches 


0 Posterior (Extra-peritoneal). 
0» Anterior (Tnms-perittmcal). 
Tor Trauma & Tumors 


On Lat eral ti de, with leg extended, the other one is flexed at Hip aitdKncc Joints 
with a sand baa ticloiv the opposite side m open the Renal angle. 




I 'icmif ind 

Q> Caicular Amina. 

C Hydronephrosis* Pyonephrosis. 




INeph rostomy & Nephrectomy] 


[ Nephrectomy ) 


is cut in a y_-#13Ped manner. 


As above 


cred by tile 


® Th e CjIvk is sutured and the kidney ti«ue is sutured and ojv 
redundant capsule, 
ffi The Incision is closed. 
d- The Wound is closed ui layer?. 


Kidney is Exposed las usual) 


II’ the kidney is ‘/rossls lUdrtintiilirolie 

A self-retaining catheter is 
mlnxluced into (he pelvis oi 
lower calyx tlirougli a small 1 

nephrostomy incision. r'v 


(Cabal's Methai) tsdclK ^ 

<P The kidn 


y is mobilized & An incision is made into the pelvis through 
which a finger is inserted into the lower calyx 
icision is nade in the renal cortex over the finger. 

is put tn The pelvis and Came out from the kidney substance through the calyx. 


(provided the other kidney is well-functioning) 
® kidney. 

® Jryumatie : Avvlsed whole kidney. 

® infletw&£fy. - - Kc|,al Tn - 

• Pyonephrosis. 

® Sim : '■■■£ sla 8 hora aloac - , . 

<S> Obfflu&lw.urpjtothx Hydroncphruas. 
dp Seopla^pt : ■ Hypernephroma. 

- Wilms’ tumor, 

© Other , : as Hydatid cyst. 


Operation 2 


Nepj?rccto?ny | 

I A] Partial N 'epnr eaoinv 


As before 


® Congenital : Solitary cyst of ti e kidney 
® T n mmaikr : Avulsion Ipywr pole 
® a ■ i.ocai»*d frvnsof r r 

® SfMfA Impacted at lower c. -x. 


ex posed (as usual) 


<2> The u reter is identified and divided lai its tipper I ’31 
® The ped icle is anted and ligated between 
i 2 clomps. 

® The kidney is removed 

<£■ Tho wo und i> dosed in layers over a drum. 


<0 The kidne y :? exposed (as usual) with ligation o* vessels at hi lum. 
® Tho ca osulo ix incised & stripped upwards. 





Removal of Renal Stones 




(Removal of stone through Renal Pel vis) 

I ndications 

© Solitary stone in an Rxtro-renni pelvis. 

© Slone in a calyx which caa.be delivered in the pelvis. 


paled, steaded in it's position Then the renal 
pelvis is incised over the stone. 

<ed by a stone iorceps. 
is explored by a mtfal dilator to ensure it's 
patency (No distal obstruction). 


12) Nd^rpjJtliolQmy : 


(Removal of stone through Renal Pare-Dchviua ) 



<X> When the kidney can not be delivered because of adhesions or sbon 
pedicle. 

® Stone in a cortex which cap pot hr delivered in the pelvis 


Bronershine 


«• Tho Incision is made Just behind & parallel to “P(p#ci‘$ 
G The stone is removed then the wound is closed. 


(4] Bjpnot) sumorv : (In V. difficult cases! 

The kidney is removed irciu the body i « Nephrectomy and dealt w it-'- ontside i 
body and then re-imp! anted 8 gain. 


; li staghorn stone. 



Complications of Kidney Operations | 

[a] [Operative Complications j 'J- 

• Shock. Infection & Pulmonary Complications. 

■in, Hge From renal prdicle. 

• .,( important Stntaures ui 

CD peril onctini-^ peritonitis. 

G> Intercostal vessels -> bleeding 

0> Inte-costal nerves •> paralysis of Rectus Ahdcminis 

® Duodenum & colun~> Fistula 

[b| j post-operative Complications | 

• i Lieinori hage (2ry or Reactionary) 

•Infection -» Pcrt-nephric abscess. 

• Recurrent stones. 

■ Ilrinarv firiulai if there is distal ureteric obstruction. 


\E] iixptwirc of tin- ureter 


Upper 1/3 Ureter: Though lumbar moriakm incision (at renal operations) 

Mid t/3 Ureter: Through abemathy's (Mac) incision. 

Lower 1/3 Ureter; Through midline supra pubic from umbilicus to symphysis pubis 
(as urinary bladder operations) 


UrcteroKtfrgton^ 1 


(Aberoatby’s operation) 


Su .nc midd le 1/3 ureter with haUure of medical * Instrumental uwunent 

* [POSHiOnj Supine"! lb 'lie side of operation is raised 20'. 

* j^naesthesial -General- i.y"\ j 

* InCiSlOn | A brrnuthv Incision -►N ' / 


>noal the" bek-d h> a rising forceps 




J Finally a U iciltctal foley's catheter is inserted 




C, s,»„ Frost at ism Sever frequency . Severe dribbl ing of unne or Weak stream. 

Ct: C omnheated P ro statism: more than one attack of Acute u-.auion ' lac.-mtucr-i A 
back pressure on kidney. [ V*/ T 

© Residual urine > 200 cc I 7^ ) 


FntU»stople Stngenj ] 

Trana -u r ethral Resection [TOR]-" ► 

•using the fflfrKWW' 1110 P mnalc ,s 
removed piece by piece using Electric cutting 
•It is Ulc. figuration oi stejeejor the majority ot 
patient, the only limitation is large adenoma 
because ofhazantous result. 


|Ol>en SnrgcfB \ 

© Tran 8 -V 08 icol Prostatocto myiFte ® 

'through a midlinc supra-pubic incision The 
urinary bladder is opened, the index finger is 
inserted into the bladder neck, and so die 
adenoma is enucleated then the Haemostasis 
occur. 

Finally: Closure of the bladder over a 

holey’* catheter and supru-pubic Tube 

Q) Ratro-publc (Millin’s) Prost a tectomy: Fig® 

Through a nudline supra pubic incision, the 
retro- pubic space is exposed (by cutting) ihe pubo- 
prostatic Ligaments. BuJ bladder is not Opened, (he 
Adenoma i* enucleated and Haemostasis is secured 
undervision 


symphysis pubis 


• supra -pubic 
tube 


[c*HDllcatt«M »l SHIflervi 


© 


© Itlcedint; * clot retention V ["TT ~ 

© Inc ontinence in 1 : 1 0.000 because of damaged internal * *8- «> 
sphincter. • * 7 . 17 . 

O railt Kiaculation m bladder because of § / 

damaged internal sphincter. 7 /XJ 

© Infection -> Urethritis Si Cystitis. r ‘ite 

<S> I 'rctfcral Sirictlt ^ \\ 

© I mpotence due to injury cl pudendai nerve . - -*■ 

fibers in the region of posterior urethra. ‘ 


Foley's 

catheter 


symphysis pubis 




HnCHcaflonsj 

® Religiout; reasons. 

CO Phimosis & para-phimosis 

<i> Rixurronl bnlanitis (Infection of glans jwnis) 

<3> Recurrent balanoposthttis (Infection of prepuce) 


0* Congenital Anomalies as Hvposmditg. 
® bleeding Tendency ns Hemophilia 


i tive preoarmioH. . - 

ido us sedative to prevent post-operative erwiu* with Adult 


* tanaesthesl 


by Brom 


tew#. AMHlhSrilLfw ehUd,c " < 2 - ,2) >ear; 

For Adult > 1? wars 



Neonate* & Infant* (< 2 gear*) 



No Anae^hesia below 1 year 

but General Anaesthesia above 1 year 

Poniiadi 

The knees arc held Hexed & abducted by aa assistant 


$Thj». Prepuss isjetfacted till the Corona is 

seen then the glens is denned well from smegma 


©.The Prepuse now Is '^turned in place over the 


fc’lani by 2 forceps applied to it’s edge. 



®Ttw„PrSBVG$JS. .puJlQd.f&nn'ara© and hone cutting forceps is 
fl uke core to injury the glnns| >\v 

The n maintain it l'or 1 min to crush the vessels S: 

to obtain good Haomostteis J 

Fina lly tbe prepuce i* excised by a scalpel distal to 
bone cutting forceps 


Now® The plans is protruded. .through the cut 


April ecs of c «"A. applied circumfrenililly io the site 


of circumcision ahei being moisted by Tine. 3«nzoic to 








Operation ( I ) 


I Operations for U i)de&c ended Te&tis 

Orchldopexy 

* [indicationsj 

Surgical treatment is ihc only treatment of mu st cases. 


Ii is now regarded as acceptable to operate in the child's 2’ 


* lAiiHeslhesta | General 


to open the inguinal canal 


<A) M9MJiwtf.9a.ef : 

• .Any Associated hernia is dealt with. 

• Cord donation by dissecting it high up and cutting any anchoring band 

• Inferior epigastric artery may be divided to abolish angulation of the vas 
around it. 


is to gain length of spermatic cord 
help test i culm descent 


•B) .F.ixa»pn.S Ref*!.0.in9.*h®..Cn.9.^.U(?^. 1^..*!?.® *9.r.9. , .V , .fr i : 

© l>anos j>ou^h '. by puffing the testis between the skin of scrotum A: 
Darios muscle see (tig. ©). 

© #CV«n > <JPS£Qtj#H : A sitch is passed from the tunica albuginea lo the 
skin of scrotum Sue (Fig. ®). 

® Ombredanne's oper a t io n : The mobilized testis is brought through sn 


O i« b reda nwe'a ope ration 


Bilateral Arrested Testi3 : 

Bilateral Orchidop-rxy is not recommended. So one side is done of n 
time A: the other one after b months 







f operations for Undescended Testis & Varicocele 

* Manaflomenlol Difficult fuss.: 

The difficulty usually arises from short testicular artery. 

Thu can be dealt with by one of the UlovyiggjnvThods **> 


The Testis is brought down in more than one Stage. 

<2> Fowler stave n' e operation : 

High division of testicular voxels provided that the lestis is supplied o»o by 
the artery of vas. 

Qi Micr o -vascular Technique : 

Division of testicular vessels Asa anastomose them to inferior opigastnc 
vessels using micro-surgery 


I he lesiis is placed within the Abdomen, th.isjsjoaejf the other testis was 
temoved and the mobilised testis can't hy broughl down to the scrotum. 


I Operation (2) , 


Operations for Varicocele 


* IndlcalU 


® Large sized nainful varicocele. 

© Serious depression of spermatocele (oligospermia). 
(S Failure of medical treatment. 


| Anat,s lhBsla| “ General or Spinal" 


* |POSlt>Bll) Supine C--' 1 '. — -i 

* Mclridnl ^ Approaches can he used ; ~ v 

[ I J Scrotal Approach : L 

i.e Through scrotal incision 

[sirpj (•'» VlDj 

(A) Multipl e ligature (Delta operation) 

<r. The pampiniform ploxua is exposed, then the anterior 
Cioup of veins me ligated at thcii junctions ( DelW points) 

(XU . : JJo veins aic excised . 

C>> Tho Tunic a vaginalis is then opened- 

y.jp ? lo «»i(l post-opeiative (2ry) Hydmoek. 




/ Operations for Varicocele! 


(B) Trans 


<X> Tho Pampin iform ploxus i» exposed then tlx anterior group 
of veins are caught by Kucher’s Forceps 
OS Tran s-flxatlQD by (strong catcut) is done for both cut end. 

The ven ous Plexuses arc bgptjd in between them. 

T The 2 l igated ends arc tied together to ckvalc the I eslicfc 



The Tunica vaginalis is then everted 
why? To avoid post -operative <2ry) hydrocele. 


[II] iriguina! Approach 


i.e. Through inguinal incision T 


(D The Canal is opened & yp yrnatk cord is 
delivered 

& The Va-t & It's arte ry with 1 or 2 veins arc 
carefully separated from tlx main mass of 
dilated veins which are divided at internal 
inguinal ring 

cP The Tunica vaalngi m is then everted 

why ' To avoid post-operative (2ry> hytfrocok 


[III] P.t-jyic. Approach (falfttM’? op.. n>| 

i.e. Incision is made 3 cm above the Icwl of nee v ring 
* Tli. C O ApponcuiosisA thv muscular libujsaiv 

separated ► f 



/ Operations fur Varicocele & hydrocele / 



G'. The Peritoneum b swept upwards. vein 

<J> The Testicular veins , which nl thb level one or two in > 

numbci arc «r»>« d * ligated . 

\S 0 rjjho.Ad.Win.W5W. .Pf Paloma’s Operation : " 

No Fear of endangering the Hood supply ot The testis 

(even it the testicular artery is divided, there is still adequate blood 
supply to the testis lhroit£li cremasteric aitciy « artery of vas, which 
can not tx injured at this level. 


CD lit hawh of the Testis : 

If accidental lliwiion of both artery of va* & 
testicular artery. 


Due to improper leclmiqoc. 


Operation (3) 


Operations for Hydrocele 


The Ideal Treatment of lry vaginal hydrocele. 


‘General or Spinal" 


[Pnslllonl Supine 

jlBClSlOnl lran»v.i 


helwevn skin vessels 




(1) b version of the T unici 
<2> F<ciston of (he Tunica, 
a Plication of the Tuition (Lord's operation). 

[ I ] Eversion of the. Tunica : 


(U Small Hydrocele. 
(?) Thin wnlled. 

® .Von recurrent 



(C The Incision is Carpfully d oopenod until the I lydrocele sac is reached 

® A llne of cleavage immediately external to lhe hydrocele is found then 
followed in oil diroeliuns it continued around the iM.. 



* Ihg.sac h incised & eve.-ted then sutured continuously behind the epididymis. 


is closed over a dram. 



l o brine tfw v isceral layer of funk* immediately under the scrotum 
Ihusimy fluid tunned will he drained by lymphatics of the scrotum. 


S', static cord 


bpididynns 


•0 Rk.'tTloval of drain atT:- 2*4 h uurs. 
® Removal of stitches s days. 



® Larne Hydrocele. 

© thickened. Fibrosed < ' ’al lifted snc 
(£ Rv.-urrtaH I Iv J iuojIc. 


®. © A © As Eversion oi l union. 

g) Tha Tunica is excised closed n> it’s refle«iu«i onto 
Ihe epididymis and the bleeding points are secured 
then III mny ■•oiitinnoii.'C locking suture ol fine 
catgut is then inserted dll around the cut mttffiin-ta 
icducc subsequent bkcdiilfi. 

$ The wound is dosed over asbas- 

i c uerailvei 

(D Removal of drain after 2d hount 

<2> Removal of Mi&ISBt nf!er 5 Ja > s 


[III] P licati pn oft he T MH ica (Lord’s operation) 

* [indications! 

NOW. the operation of choice when the tunica is DPI thickened 


A tSte 


q^ A sma l l incision is nude through all Liyas, including 
live tunica. 

CC- Tho Tostis is allowed to prolapse through the wound so 
that ihc tunica is totally evened 

<3) A scries of 10 - 1 2 cat pu t suture s arc uiken radially 










Tracheostomy 


• Laryngeal web 

• TNUUff.tife. - Injury to the brynx. 

- F.B in the larynx. 

“ fuJJ&P.QW.ffHyii . chronic stenosis following T B. 

• iVf MRAnfk carcinoma oHhc larynx 

• Quiff®: Oedema of glonis 2ry >o diphtheria 

[2] Lower Respiratory Tract obstruction : i.c Secretory obstruction 

For repeated aspiration of secretions Irom I lacheo-bronchial Tree, if the 
patient can not gel rid of it 
eg CD Prolonged Coma. 

O Paralysis of RcspIraiory mUKlM ^Hb (a) I'oUotayelilis. 

(b) Diphtheria 

(c) Myadienia gravis. 

<5 Severe Chest in]urics eg | : lai) Chest. 


[3] Prophylactic i.e. No obstruction 

As I? step in extensive surgery of Mouth, Pharynx £ larynx 
to prevent inhalation of blood during operation 
[flnaiiftfieslal “General or Local"<l% Novocain with Adrenaline). 


* |PoslJon| Same i*s for Thyroidectomy 


V*rlfca(»MftM in the Neck 

from cricoid cartilage to Supra sternal notch, 

cutting. (n)7»kin 

<h> Platysma 
(c) Deep fascia 


<D The P fe- trachaal muscles an 


:’ed to tlx* sides of incision exposing 
the isthmus of die Iityroid glar.il. 


1*1 sc ihcTia tica 

n tho Trache? (between V 1 A d* rings) After hooking the cricoid ca-tilagr 
upwards to fix the Trachea 


between . ;t>oc»er’s forceps) ihii wi 


liaETTT-.i.'i-a'-niJ 


<1 Semi-a Htinq position lu avoid cough & choking 

<?, Frequ e nt auction ut secretions. 

© Humidification of inspired aii a_void Tracheal iml-uon. simplv by applying a 
layer of wet gauiteut the opening of the tube 
fD Tfte innor Tube . Should he washed by sodium bicarbonate rib WrMOM 
accumularinn of suvietions around it 



Seek from air leak . ruund die tub. 


® Trach eal Fistula : may persist niter removal of the 1 ubc 






Other Operative TflIK 

“ See Surgical N otes'* 

(l)GENERAL 
SURGERY 
VOL. 1 


Rib Resection 


[ficetion: 


lib. Osteomyelitis. T.B or Tumors 


For mandibular reconstruction 


«.g (a) Drainage of Empyema 

(b) bxposurc of kidney. 

(c) Cervical Kib syndrome. 


Vo undi : 

Management of Lm-nrated wound in Inc 1 
Management of I -oc crated wound in the c 
Management of cut wrist. 

Management of stab wound in femoral A 


General or Local 


Supine 


How to cover a skin delect 


Ircatment of Mastitis. & Acute Breast Abscess 

Thyroid : . ' 

Treatment of 1 ry <Sc Try Toxic goitre 
Treatment of Malignant Thyroid 

Ischaem ia : 

Management of Acute limb Ischaemia 
Management of Aneurysm 

Lymphatics : 

Management of Told Abscess in the neck 

Hornia : 

. Treatment of strangulated fciuor.il Henna 

Hoad & Neck . 

Principles of Treatment of Cancer Lip _ 
Principle* of Treatment of Cancer longue 


is incised in the same direction 


by periosteal Elevator 


Is passed around the rib iron) below upward* 

(to avoid injury of Intercostal Neurobundles} 
iii the posterior periosteum is snipped also 

' Rib which is non d evoid of it’s periosteum is 
cut using Hjb bhcar 

Anterior periosteum is then sutured & the wound 
is closed 


N.B: In cervical Kib : Remove the rib with it's 
Periosteum rn prevent it's regrowtb 


(2) G.I.T 

SURGERY 

VOL.2 


® Injury to inter -costal 
nerves A vessels. 


WL/i 


Management of CHI’S 
Management ol Duodenal ulcer 
Management ul perforated P.L 
Management of Bleeding, P.U 






Management of pyloric stenosis in Adult 
• Treatment of cancer stomach 


* PortaLHju>?rtsnsjon : 

- Management nf bleeding oesophageal varices; 

* Spleen 

- Management oi stab woiiikI in Lt Hypocltondiiuin 

- Liver : 

- Management of stab wound in Rt. Ilypochondrium 

* J aundic e: 

* Management of obstruct! ve Jaundice 

* Append ix : 

• Management of Acute Appendicitis 

* La ra 9 l ues tin* : 

• Management of Colo- rectal Tumors 

* Intestinal obstruction : 

- Management of lieu- Caeca] Intussusception 

‘ SmaSI Intestine : 


- Management of Imperforated Aims 


1 

KSftl 

(3) 

SPECIAL 

SURGERY 

1 



VOL.3 

1 





[II Urology : 

- Management of Retention of Urine 

- Treatment ol’ Urinary Stones 

- Management of Cancer bladder 

[II] Orthopaedics: 

- Management of * Clavicle. » Humerus & Code's H 

- Management of « Pelvis. V Femur & Pott's ». 

[“I) chost Injuries: 

- Management of (Sucking Chest Wound) open pneumothorax 

- Hetimotlioiux 

[IV] N9ji_r.CL.S u rfle r y : 

- Ticatinent of Compound deprunvd fracture ol'puricvaJ region 
M Pen B .h £ raL Nerves: 

- V anagement ol peripheral nerve injuries 


With my Best wishes 
Pr. Wael Metwaly 



